The difficult child " is a term which covers a very wide field. It includes on the one hand a great range of behaviour anomalies, from trifling bad habits up to the most serious forms of delinquency, and on the other hand such heterogeneous " nervous " phenomena as timidity, defective sleep, refusal of food, enuresis, and night-terrors. It is not easy to find an adequate definition to cover so extensive a sphere, but one couched in biological terms will perhaps be the least objectionable.
in the nervous system. Here again a definite advance in knowledge and understanding was attained, in that emphasis was laid upon the soil in which the weeds of " difficulty" grew, and not merely upon exciting causes of the order of tonsils and adenoids.
The view which we may designate as the most modern, and perhaps the most adequate, has developed from a change in the conception of the nervous child, a change which has been consequent upon that which the conception of functional nervous disorders has itself undergone. These disorders are no longer regarded as diseases of the nervous or of any other single system, but as faulty reactions of the individual as a whole. In these reactions, as must necessarily be the case where reactions of the individual as a whole are concerned, psychological factors have to be taken into account, and the disorders can only be adequately understood if psychological conceptions are brought to the aid of physical and chemical conceptions. In other words, the disorders which used to be called functional nervous disorders, but are becoming more commonly known now as the psychoneuroses, are regarded from a psychobiological viewpoint, and the part played in them by psychological processes is held to be of essential and dominant importance.
This conception of the psychoneuroses as faulty reactions of the individual to the internal and external circumstances in which he has to live has been extended to the problem of the nervous child. The various symptoms which he displays are considered to be due, not merely to disease of any particular organ or system of organs, but to a fault in the child's reaction as an individual. They cannot therefore be understood unless the psychological situation is taken into account, although all factors of the order of disease or organic insufficiency must of course be given their due weight.
The " difficult child" is a term covering a wider field than the ' nervous child," and includes all kinds of anomalies in behaviour which do not obviously come under the latter heading. In particular we have to include here the phenomena of delinquency, ranging from such minor manifestations as truancy up to serious forms of anti-social conduct. Nevertheless, once the conception of a failure of psychobiological adaptation is adopted, it is clear that all these conditions have as much claim to be brought under it as those of " nervousnesss," and that they require investigation and treatment along similar lines. The actual association of such anomalies of behaviour with definitely nervous symptoms is, of course, a clinical commonplace.
The modern and most fruitful view of the difficult child is therefore to regard him as a problem in behaviour, and to consider the symptoms he presents as reactions to the internal and external circumstances of his life. These circumstances must be considered essential from a psychological standpoint, but not exclusively, because a due appraisement of the child's physique, particularly the presence of definite disease or organic insufficiency and the manner in which such factors may be influencing the total reaction, is absolutely necessary to adequate comprehension.
If this conception is correct it is apparent that in order to understand and to treat the difficult child and the reactions which he is displaying, we must know a great deal about himself and the environment in which he has to live. We must know his physical and mental make-up, and any factors of either order which may have a bearing upon the question at issue. We must know also the circumstances of his life at home and at school, and something of the people with whom he comes in contact in both these environments. Moreover, if we find that the " difficulty " which has arisen is the result, not merely of internal factors in the child's mental and physicajl economy, but also of a faulty attitude or practice on the part of parents, teachers, or companions, then we must have some means by which we can get into contact with and modify those external agencies. This is a formidable task, and one which could hardly be dealt with adequately by a doctor working single-handed, even if he had the necessary time to devote to it. Under the conditions usually holding in a hospital out-patient department it is of course altogether impossible. It is obvious that, if the problem is to be satisfactorily attacked, some kind of organized team work must be employed. An organized team attack of this character constitutes the essential feature of the child guidance clinic which, originally developed in America, is now making its appearance in this country.
The fundamental machinery of a child guidance clinic consists in the employment of a team of at least three persons, a psychiatrist, a psychologist, and a social worker, who investigate the child and its environment from their respective standpoints, collate and modify their results by one or more joint conferences, and finally carry out a line of treatment designed to remove the causal factors which have been elicited. The psychiatrist is the head of the organization, superintends its activities, and provides the necessary medical scaffolding into which all the work has to be built. The psychologist investigates the mental make-up, and the directions in which this is being strained or made to work inefficiently by the educational and other processes to which the child is being subjected. The social worker, who has received a special and lengthy training in order to fit her for a task which is by no means easy, has to make herself acquainted with the environment in which the child lives, the parents, home conditions, teachers, and so forth, and a large part of the treatment, in so far as that involves an attempt to modify those environmental factors, necessarily falls to her lot. Such a scheme is open to many obvious criticisms. Team work of this kind is always somewhat repugnant to the clinically-minded physician, who feels that that intimate relationship which can only exist between a patient and his doctor, and which often constitutes an indispensable basis for therapy, must be lost when the doctor is replaced by a team, even although an attempt is made to weld the team into a unity by the procedure of the conference. Moreover, the important part in subsequent treatment which necessarily devolves upon the social worker must tend frequently to displace the physician from an actual to a titular headship, and to lead to the social worker tail wagging the psychiatric dog. I hasten to add, however, that those of us who have had the privilege of experiencing the immense help which an efficient social worker can afford us in the treatment of psyvciatric cases will readily agree that this risk is well worth taking.
Real though I believe these objections to be, the problem is of such a character that they cannot be completely avoided, unless we are to content ourselves with the old individualistic method of approach, with all its obvious inadequacies. The American scheme has been rationally conceived, it has already proved its value, and with careful development and a consistent avoidance of that tragic "running before we can walks" which so often wrecks promising new methods, it should prove of great value in the management of a supremely important class of case.
Dr. Hector Cameron: When we study the difficult child we must concede that he is also a problem in pure paediatrics, although nothing that I have to say on that side must be taken as appearing to show that I undervalue the importance of the contribution made by psychiatry to the subject. The "difficulty" child we know Well: eager, thin, pale, wasting his little body with the intense energy which he puts into the whole business of life; a bad sleeper, a notable refuser of food, often squinting or stammering, or incontinent of urine, and especially subject to certain strange " bouts " or " turns," or " attacks " as the mother calls them, marked by increase of pallor, by prostration, by a furred tongue, foul-smelling breath, constipation, irregular pyrexia, and so forth. My purpose is, rather, to stress the aetiological significance of this metabolic instability in the disordered conduct of the child. Often in childish disorders it is hard to know what is cause and what is effect. A sleepless, restless state in an infant produces hunger, and hunger produces the restless state. Faulty nutrition lowers resistance against catarrhal infection, yet catarrhal infection is a main cause of faulty nutrition. Here the difficulties of life, the irritable opposition, the unrest, produce the metabolic disturbance, wet, whenever metabolic disturbance is present, there is apt to be an exacerbation in the symptoms of unrest.
The intolerance of the hypersensitive difficult child for fat is well recognized. The biochemist tells us that the energy expended upon muscular exertions and upon emotional activity is derived, in the first place, from the circulating carbohydrate in the blood. Of carbohydrate the body has but a meagre reserve, stored in part in the liver and in part in the muscles. Great emotional excitement, great exertion, or any transitory infection is capable of lowering the available carbohydrate reserve, and the body is then forced to draw more and more upon its main reserve of energy, its stored body fat. With insufficient carbohydrate the metabolism of fat is imperfectly achieved, and intermediate products of that metabolism are apt to accumulate ill the blood. A state of ketonaemia results. Pallor, vasomotor anemia, amyotonia, low blood-pressure, fainting, a low blood-sugar, nausea, constant yawning or sighing, a smell of acetone in the breath, an irregularity of the temperature curve and vomiting are, I suggest, the physical accompaniments of this disturbed metabolism. It is the state which Osman, in describing what he calls debility in childhood, has named glycopenia. In many cases vomiting is the most prominent symptom. We are then confronted with the picture of cyclical vomiting. But very often, with symptoms otherwise identical, vomiting is only occasional, or altogether absent. Not all children suffering from what is graphically called "home sickness " actually vomit. In this condition we can, I think, recognize a certain emotional state as characteristic: opposition, irritability, tearfulness, apprehension, terror, loss of confidence, loss of the power to concentrate are mental states corresponding to the physical state. The schoolmaster, as a rule, less apt to be impressed by the pallor and the general air of lassitude which distresses the mother, notices especially a deterioration in the power to concentrate, sometimes amounting to a state of confusion. We cannot but be reminded of the mental states, similar or more profound, which are characteristic of insulin hypoglycemia. I do not want to do more than stress one aspect of the question. There are cases in which the attack must be, in the first place, due to metabolic disturbance, which must be corrected before psychiatry can meet with much success in controlling conduct. A readjustment of the diet, with more sugar and less fat, and with glucose given freely at short intervals, has often been of real service. Glucose at bed time seems especially helpful. These eager, restless children seem to stand even the normal sugar shortage of the night badly. Herein may be in part the explanation of the restless nights, with moaning, night-terrors, enuresis, etc., and I think it is certainly the explanation of their unhappy state in the early morning. So many of these children "get up on the wrong side; '! they lose their school pencils before they go to school; there is fuss, worry, irritation over little difficulties, which later in the day they are able to overcome.
I stress this aspect of the problem because it seems to me to show the need for paediatric control in the treatment of the difficult child. Dr. William Moodie (Child Guidance Council): The child guidance clinic is one in which the special team method of observation and treatment is carried out. The name is rather an unfortunate one, because it suggests to the layman some sort of interference with the upbringing of children, and the average parent resents any suggestion that he is not in every way capable of carrying out this function without external aid.
The team method, originally evolved on somewhat theoretical grounds, has proved to be practically useful in its employment in many clinics in America, and also, to some extent, in this country. Its original evolution resulted from the discovery, on the part of those who deal with behaviour problems in children, that these could best be tackled from four aspects, physical, temperamental, intellectual and environmental. The psychiatrist examines the physical condition and the temperament; the psychologist, the intelligence of the child; and the social worker his history and environent. In some clinics a fourth person is added, a pediatrician, who reports on the physical condition, instead of the psychiatrist having to do so. This method is of course cumbersome, and costly, and worthy of adoption only if the advantages prove in practice to repay the extra expense and complication. There are also certain disadvantages. It will be well, then, for us to consider these in detail.
In child problems above all, an accurate past history is essential. This can to some extent be obtained by the doctor in his consulting room, and a description of the environmental situation in the home may also be obtained by the doctor in the same way, but unless he is dealing with private patients whom he visits in their own homes, this must be given by the adult concerned. In obtaining this history, both as regards past illnesses of the patient and the environment in the home, the social worker is not only frequently of great assistance, but in some cases indispensable. Descriptions given by parents, especially by unintellectual parents, are frequently wrong, and always confused, so that it takes a great deal of the doctor's time to arrange the facts in order. This work can be done just as accurately by a trained social worker, whose time is not so valuable. Much mishandling by parents is, moreover, the result of depressed attitudes acquired during their own childhood, and therefore, with the best will in the world, the parent is incapable of supplying information which may be of great importance. In such cases the social worker can visit the home in a friendly and unceremonious way, and can see how the child behaves towards the parents, and how the parents behave towards the child. She can get first-hand information not on one occasion, as when the doctor calls, but on any occasion when she can spend an hour or two in the home.
To prepare the report of the social worker, rough notes are kept, not in any particular order, but recording every detail that she notices, in the home, in the conversation and in the attitude of parents to children. She then makes a chronological summary of that material. This summary is used by the clinician. A complete summary should contain all the relevant material. The psychologist of a child guidance clinic does not merelv fix an intelligence quotient to the child. Intelligence quotients are frequently fallacious and inaccurate, and at best give us only a vague general idea as to the intellectual equipment of the individual concerned. A trained psychologist in a clinic will provide interesting sidelights upon the child in other ways. By observation during the carrying out of standard tests, the psychologist will note the child's attitude towards difficulties, his methods of attack on problems, his reaction to failures, to success, and to assistance. In this way much interesting information can be obtained as to the child's mental attitude towards its environment. Psychologists are able to interpret reports from educational authorities, schools and teachers.
In the case of young children the report of the psychiatrist (apart from the physical examination) is really a small part of the whole case material; frequently the social, psychological and physical reports are sufficient to enable a diagnosis to be made without subjecting the child to any special psychiatric examination. This is a great advantage, as asking the child about his emotional life is frequently harmful, engendering introspection and supplying that limelight the desire for which is itself the basis of so many problems.
The actual amount of psychiatric examination carried out varies directly with the age of the patient. The younger the patient, the less the psychiatry, is a general rule, although on occasion the emotional difficulties of even a small child may be adjusted to a great extent by a short psychiatric talk.
The reports of the different workers having been made out, a case conference is held at which the observers meet and discuss the material they have collected. To this case conference interested parties may be invited-the teacher from the school, the doctor who referred the patient, and so on.
These conferences are useful for individual cases but they are also useful for instructional purposes. Students can attend, hear the methods and learn the interpretation of cases. Cases used for teaching purposes can be easily disguised. At these conferences treatment is decided upon. The psychiatrist, as director of the team, is responsible for the conduct of the case, but he usually delegates certain appropriate lines of treatment to the various members of the team. If psychiatric treatment is necessary, the psychiatrist himself carries it out, the patient visiting the clinic for the purpose. He is also responsible for recommending physical treatment. If the home is difficult, and emotional situations there are prejudicial to the patient, the social worker, on her visits to the home and in conversations with the parents, does her best to attack these, and though it is usually difficult or impossible to alter the emotional attitude of parents towards their children, it is actually found in practice that it can be done.
The psychologist may also take part in the treatment. If a child's problem appears to depend on some special educational difficulty, the psychologist may give the child special tutoring, or help in some disliked subject. A small amount of assistance in one particular subject will often bring the child in line with his fellows in school and give him quite a new start in life.
From time to time during the treatment of the case, further case conferences are held, progress is discussed, difficulties are brought forward and plans for treatment readjusted, if necessary.
It has been found that, although the team method appears to be cumbersome and an unnecessary number of people seem to be working on the samne case, it is not so in actual use. There would appear to be a certain disadvantage in having the case handed from one person to another, but this disadvantage is much more theoretical than real, and, in practice, does not constitute a difficulty. The social workers are chosen for their special adaptability and tact, and they do not create the impression that they are making inquiries. Their visits are simply friendly calls in order to observe what is going on in the home.
Usually the parents of problem children are only too pleased to have a sympathetic ear into which to pour their troubles. If the sympathetic ear happens to be one of the doctor's it is apt to become very irritable, whereas the social worker's is there for that express purpose.
Another aspect of the team method must be mentioned. One of the great advances in child psychology was the development of the experimental metbod of intelligence testing, coupled with observation of the child in the performance of the intelligence tests.
Many attempts have been made to devise similar series of tests for emotional or temperamental evaluation, but nothing that has so far been evolved is really successful. There have been the physiological methods, the psychogalvanometer, and time reactions. There have been attempts to create artificial situations in which the child was told a story, and one noticed how he reacted towards the situation in the story. There is the standardized psychiatric interview such as is now used more or less by most people dealing with child psychiatry. It is not generally realized that the social worker can be used to produce almost an experimental observational method. That is to say, the social worker in visiting the home can accurately record the child's reaction towards difficulties in its environment. The properly trained worker can observe so accurately that an experimental situation is to all intents and purposes created, with observation super-added.
The development of the team method makes an important contribution to the study of child behaviour and its associated problems, p)roviding a new and powerful means for investigation and treatment.
Dr. Emanuel Miller: To me the term " difficult child " has grave drawbacks, because all sick children, and indeed children who are not sick but who possess more vitality than is good for their parents, nurses and schoolmasters, may be so described. I shall consider a special class of child, namely the group in which no demonstrable defect of the organs can be found, and in which no metabolic disturbances exist which can be reasonably described as primary. By thus defining my limits I do not wish it to be understood that I am of the opinion that psychological disturbances of an active kind exist in the absence of changes in metabolism. That assertion would be a denial of the well-established relationship between the emotions and the neuro-vegetative processes. My experiences are based almost entirely on the observation of difficult children between the ages of five and sixteen years, made at the child guidance clinic established by the Jewish Health Organization over two years ago. The experiences are drawn from a more or less equal number of Jewish and non-Jewish children, all examined psychiatrically, physically, and by a trained psychologist, and whose family situations have been fully examined sometimes over a space of two years.
A great difficulty of the method that we have adopted-and I choose to deal with difficulties rather than triumphs-has been the relating of the psychological disturbance to the social and familial environment in which it is supposed to have arisen. There is a danger that the established social service of a clinic may lead to the general conclusion that if you can find an environmental error,!somehow this can be regarded as the cause of the psychic disturbance. I do believe that there is a correspondence between a behaviour disorder in the child and an error in the home or in the school. Failure of a parent to deal equitably with a youngest child, failure on the part of a schoolmaster to identify a congenital word-blindness, an auditory imperception, or a particularly poor subject may lead to a feeling of shy inferiority or glowering rebellion as compensation. The triple foundation of the modern psychological clinic is admirably suited to detect such situations. But there remains a very large group, in which there is, at most, only an indirect relationship between the family and the social milieu, and the child. I mean that the family, though socially a unit, is largely a system of discordant persons pulling and dragging in many directions, the result of economic and temperamental forces. Against this is set the child in question, as if he were a tragic actor set against a lurid family and social back-cloth. This is seldom, if ever, a true picture.
The more one looks into such cases the more one is struck by the complicated dynamic complexity of the situation on both sides. A child's rebelliousness or intractable obstinacy is largely of a selective character. A child may steal from one parent and not from another; it may steal particular things, or do so at special times. It may be the angel in the house and the demon in school, or the bane of its mother's life yet the favoured bright boy in the schoolroom. A child may show absolutely no disturbance whatsoever in the most sordid surroundings. A lad was sent to us for observation with regard to the probable dangers of a bad home and a lurid family history of crime, prostitution and insanity. His enuresis was cured, not by altering his relation to a social situation, but by circumcision. Such an example makes it obvious not only that the social situation is much wider than the child, but that the child's disorder may be much deeper than the social situation.
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That is to say there are many phenomena that are investigated, vastly interesting as sociological data, but irrelevant. I find it useful to regard the social situation as a stimulus to the child, but whereas the overt behaviour disturbance may be occasioned by that particular social set, what has really happened has been the activation of a situation that has gone before. Efforts to remove the present stimulus will not always touch the true origin of the response. The family must necessarily be regarded as a society held together not only by affective bonds but by bonds of social usage. The first type of bond brings with it the call for love and aid on both sides, that is, on the side of both children and of parents. This bond may be perfectly consistent in character on the part of the parents. Yet!each"t member or perhaps a particular member believes himself to be singled out for harsh treatment or for ostracism. Position in the family frequently has a strange way of determining this feeling. Many a younger child feels that he is not wanted, and I have noted in an appreciable number of cases a " foundling phantasy" shaping itself in the mind.
One little girl walked on tip-toe because she believed she was not related to her parents, but had been in fact left by a great lady and had to walk mincingly in order to act the part of one of high birth. Such examples of personal idiosyncrasy of behaviour can be multiplied in illustration of the fact that problems exist which do not present themselves in the sociological picture. I have noted in a dozen or more cases that though children may be bound to parents and brothers by bonds of blood and love, they may be separated by constitutional differences that make them appear, not only to themselves but to others, to belong almost to a different stock. What can make for greater anomalies of behaviour than to feel that you are not a member but a " sport " in a social group? How much more so if this should occur within the narrower confines of the family at a time when the mind is most plastic and therefore takes vivid note of minor shades in the demeanour of others? Social observation, however intense, cannot take full cognizance of nuances of this kind.
Where the defects of the environment are manifest on the surface, in gross misunderstanding and mismanagement, in economic stress, and the nutritional defects that follow from this, then the social service is of inestimable value. My colleague (Dr. Noel Burke) and myself can quote cases in which the correction of these evils has led to substantial improvement in the behaviour of a difficult child. But the successes undoubtedly achieved in these cases may veil the deeper significance of symptom and behaviour.
What criterion have we to differentiate between the cases that are, in the main, within the realm of social and educational methods of correction and those that are outside this realm?
Wherever the reactions of the child betray a distinct infantile quality we are probably dealing with a condition which, although evoked by some present circumstances, is in reality the reactivating of some early situation. The mechanism of this reaction is in my opinion the conditioned reflex, the mode of evocation being either the reproduction of a past motor response or the reproduction of an emotional mood. Where the latter is the case we may have disturbances of metabolism, such as vomiting and wasting sometimes quite alarming in degree. I am here reminded of a case of a little girl, pale, wizened and terrified, who had for months past been wetting herself by day and by night. The child had been furtive, and had a dull, stupid, day-dreaming expression. There was no evidence of physical disorder. These matters had been carefully entered into at the London Hospital. She was only slightly retarded in intelligence, but two standards behind in school owing to frequent absence. The family is economically only on the margin of subsistence. The pathos of this family when it visited the clinic was very moving.
Although the child's demeanour became less terrified and more friendly after a few visits, little improvement was registered. After an absence of a few weeks she returned to us quite changed. The last baby had then been weaned. An "intimate relationship was broken in the eyes of the young subject. The enuresis ceased, the child's demeanour had changed, her cheeks had the bloom of improved metabolism, she returned to school, and her teacher said that all was well. I must admit some economic improvement in the family and the sympathetic treatment the mother had received at the hand of our social workers. But the fact remains that without any apparent psychiatric help, except perhaps in an obstetric sense, the child's emotional mood had undergone an internal change and with it behaviour and metabolism had returned to the normal.
Another aid to the presence of deeper psychological motivation is the recognition of the presence of magical and symbolic gestures. The recognition of these movements and their differential diagnosis from pure habit-spasms and post-rheumatic movements will prove of great value in the interpretation of a behaviour situation.
A case of head banging in the absence of all organic disease, of walking on tip toe, of reeling, staggering gaits, were all found on the little investigation that our time permitted to be the child's symbolic gesture language for expressing its attitude extraconsciously to a family situation. The physician alone is frequently unable to detect these gestures. They may appear during the periods of psychological testing or during the social worker's local explorations. On this basis alone, if not for the legion of other reasons, the triune organization of child guidance work is in our estimation one of the solid contributions to modern medicine.
Sir Robert Armstrong-Jones (Chairman) said "the difficult child" is perhaps easier to describe than to define, because it seems to me that the same kind of child may be viewed differently according to his social origin and order. The social worker so far as I gathered, is the best diagnostician of the difficult child who fails to adapt himself to a social environment. A child may be "difficult" in a refined social circle who would not be regarded as difficult in a lower stratum of society. For instance, a child who got into tempers and who fought and screamed, would soon be brought to account in a well-regulated home, whereas in the lower scale he would simply be regarded as courageous and spirited. In the lower stratum it is most difficult to get the mother to confess that her child is abnormal, even when this child is weakminded. The "difficult" child is one who fails to adapt himself to his proper environment. The herd-instinct, for instance, in the normal child leads him to join the Boy Scouts, but too often leads the " difficult " child into mischief and antisocial adventures. Some of the so-called "difficult" children are obviously mentally defective or weak-minded. They are sleepy, listless, irresponsible and dull. They should, as one speaker said, receive special care and attention, preferably in an institution, or they soon deteriorate. But as a rule, the difficult child is not backward or mentally defective, but is quick and responsive. He is often precocious, has a " good shop window," and puts the right foot forward, but he has an impish malignity. He may throw the cat on the fire or out of the window, may pinch other children and say somebody else was the culprit, may lie and steal, and is never ashamed of his own perversity. These are the little "freaks " and "oddities," who come under the designation of "moral imbeciles." The two extremes are easily recognizable. But the large intermediate group is, as Dr. Cameron said, more difficult to diagnose, and still more difficult to treat. The children in this group are often the subjects of habit-spasms or tics; they have facial twitchings, are often restless by day and sleepless by night, or wake up with night terrors, or wet the bed; they may run away from home and play truant, and they are irritable and self-willed. These children should be kept to a quiet daily routine, and their diet should without doubt be that which Dr. Cameron has suggested. These highly-strung nervous" children have an infinity of symptoms; they require special care to keep them "on the rails."
Mentally they are unstable, and lacking in self-control and self-direction, and it is difficult to fix their attention, If these difficult children are neglected, they may become law-breakers and a not inconsiderable number of them figure in the juvenile courts. They may become alcoholics or drug addicts, and they often swell the ranks of the unemployable. Some drift into certification, and a few come under good training and useful teaching, and so make useful citizens.
I am a firm believer in the influence of environment. Given a suitable environment of sympathy, interest and work, much can be done, at school and elsewhere, to make the difficult child much less so.
Dr. T. R. Hill: I wish to speak-with a reference to their treatment-of two organic pathological conditions of the nervous system which produce in children a disorder of behaviour, with no gross or commensurate abnormality or diminution of intelligence, the disorder of behaviour being such as to make them typically "difficult" childrein. These two conditions are chronic epidemic encephalitis and non-encephalitic dyspituitarism. They are both characterized by the exhibition of behaviour which is crudely instinctive in type. In the normal child crude instinctive responses are readily evoked by innumerable appropriate stimuli. Nothing is more familiar than the outbursts of anger, fear, acquisitiveness and gluttony, etc., of childhood. These outbursts occur in the cases of behaviour disorder following epidemic encephalitis but in a highly exaggerated and uncontrollable form so that the child becomes a slave to them, exhibits them constantly, and is at the mercy of the various situations that evoke them. It is the exaggeration of these crude instinctive forms of behaviour, familiar in a minor degree in normal children, that constitutes the typical case of encephalitic behaviour disorder.
I have elsewhere described the evidence that suggests that the optic thalamus, particularly the essential organ of the thalamus, is an area of the brain associated with crude instinctive behaviour and emotion. I have also attempted to show that the alkaloid bulbocapnine is a powerful cerebral depressant with its main action on this area of the brain, which means psychologically that its chief effect should be a specific depression of instinctive tendencies and crude emotion. There is much experimental evidence in favour of this suggestion, some of which will be revealed in describing the action of the drug in cases of encephalitic behaviour disorder.
The drug exerts for several hours after administration a specific effect upon the aberrant behaviour with very slight evidence of any other action at all. In fact in many cases it exerts absolutely no effect at all except a markedly specific one upon the abnormalities of behaviour.
I have employed the drug with a large mieasure of success in about thirty cases. The extremely specific action of the drug is shown by the fact that the greater the outburst of crude emotion, the greater is its effect. Severe cases of encephalitic behaviour disorder often exhibit great displays of anger and combativeness which may last for hours. A hypodermic injection of bulbocapnine given by force has an instant effect in subduing these, the patients becoming quiet and normal within ten minutes. No other drug that I have tried has produced anything like this effect.
Briefly some of the other characteristics of this alkaloid are: (1) It sometimes produces, immediately after administration, a short period of light somnolence.
There is much evidence to suggest that this is a state of natural sleep, and that it is not to be compared with the somnolence produced by a drug obeying the law of dissolution, such as a general ansesthetic; (2) it produces no toxic or cumulative effects; (3) tolerance is very slowly if at all established, and (4) the patients relapse after omission of the drug.
A form of behaviour disorder with clinical characteristics identical with the familiar encephalitic form, occurs not infrequently in non-encephalitic dyspituitarism.
Dr. Worster-Drought has described to me a number of suchcases that he has met with and he has found that behaviour disorder may occur in (i) those patients showing a tendency to gigantism, etc., from hyperfunction of the anterior lobe; (ii) those showing decreased posterior lobe function with dystrophia adiposo-genitalis, and (iii) in mixed types. Berman has mentioned similar cases. I have been able to observe, over a period of two years, one patient suffering from this conditiona boy, now aged 14. He displays typical moderate dystrophia adiposo-genitalis and possesses good intelligence. For three or four years he has been constantly badly behaved, being restless, impulsive, untruthful and addicted to frequent thieving. No punishment, admonition, or pleading, etc., from his parents, who seemed very sensible, had any effect. On September 29, 1929, 0 1 grm. bulbocapnine was given to him by mouth, and this has been continued every morning since. A marked improvement in his behaviour was evidenlt at once. After one week his behaviour was said to be normal. This improvement has continued without relapse to thle present day.
The great interest of these cases lies in the suggestive link that they form between the mental and physical aspects of emotion. I think that the physical role of thalamic function in the genesis of emotion and instinctive behaviour, about which there is some conclusive evidence, is a neuro-psychological subject which has been somewhat neglected and which will repay further study.
Dr. D. W. Winnicott, while acknowledging the existence of the physical changes described by Dr. Cameron, said that it was necessary to recognize the non-physical basis of emotional disorders. He thought that there was a field for child guidance clinics, but considered that work which ignored the fact that symptoms usually represented an attempt at spontaneous cure for a disease due to conflict in the unconscious, must be very limited.
Miss Mary Chadwick said that though diagnosis was the first important point, the great question was: What was to be done afterwards ? Would these children be treated by the social worker's talking to the parents ? It had been said that the difficulties which arose often represented repressed tendencies on the part of the parents; but a diagnosis would not cure anybody, and even explaining repressed tendencies, whether of adults or children, would not help very much. It was necessary to go further and do something. She would like to know what the Child Guidance Council did by way of treatment. Of what did the psychiatric " talk " consist ? Was it merely advice ? She did not know that anybody thought of directly questioning a child about his emotions; if they did so she did not think there could be much response, because the child could not state in words what he felt. By various methods of treatment and observation one could realize how the child expressed his emotions and his phantasies, and something of this kind must be done before one could expect to get the child free. In some of the German clinics they made a point of treating the parents as well as the children, should a neurosis in one or both parents seem to have been the main predisposing cause of the nervous trouble in the child.
In any case, the psycho-analytic clinics in Germany, Vienna and Paris considered it necessary to deal with the problem of the difficult child by definite psychological treatment, administered by properly trained analysts.
Dr. Noel H. M. Burke said that out of fifty cases on his records, thirty provided facts sufficiently definite for consideration. The home was at fault in twenty-three out of the thirty, the mind of the child was wrong in twenty-four, the school in seven, the child's bodily health in fourteen. He tried to give a valuation to these after the manner of Dr. Cyril Burt. Home difficulties came first with 29 points, mind 15i, health 81, school 4j. In the lhome there was dis-harmony and defective handling of the child; in one case there was criminality in the father, who was in prison. Occasionally the fault was only a small thing, such as defective sleeping accommodation. Among the cases in which the school was to blame, in some the work was too hard, in some too easy. Sometimes the work was not adjusted to the particular case, some special work was required, or attention to the tuition in a special subject. In some cases the discipline was too strict for the child.
Every child was completely examined physically. In one case the trouble disappeared after the removal of tonsils and adenoids. One had cyclical vomiting, one had had tuberculous joints for years. Two were heart cases, and in two the trouble was largely due to visual defects.
There was subnormal intelligence in nine cases, definite dullness in five, a state of almost feeble-mindedness in two. Two were definitely defective. In one girl the intelligence quotient was 136; her intelligence and her consciousness of it were such that she could never fit in with the surroundings in which she had been born.
All had various anxieties, fears, or definite neuroses. As Dr. Moodie had said, parents did not like the accusation of inadequacy, and there, the speaker thought, was the greatest difficulty; it was the home more than anything else which required to be readjusted. In two cases in the series under review nothing could be done, because the parents were inaccessible to either advice or suggestion. There was partial amenability to adjustment in twenty-four instances, and good in four, which meant that there was good cooperation on the part of all concerned.
As to general results, there was successful adjustment in six cases, fairly good in nineteen, slight in three, complete failure in two.
What were the adjusting methods? One patient was sent to Winchmore Hill Hospital as a probable case of post-encephalitic-behaviour disorder. It was there decided that she was epileptic, and she had now gone to an appropriate colony. Some cases needed a residential school, where they lived a well-ordered life, the discipline being guided by understanding and reason and where they obtained removal from impossible homes. Children who came to a child guidance clinic could not be sent to a residential school except with the help of the court, and three were so sent to Home Office special schools. In four cases scout and guide training was the essential thing. In one case a Jewish boy was put into touch with the proper quarter so that he could attend the customary classes in Hebrew, his family being careless of such duties. He was now happy because he was doing what social pressure required of him.
Dr. J. R. Rees said that the point of view taken by Miss Chadwick was the Freudian approach to this subject and the antithesis of Dr. Cameron's approach. Very few people, so far as he knew, were doing serious child-analysis in this country, and the same was true of America. Even in Vienna there seemed to be a tendency to give up the method. The experience of those who had worked in the Children's Department at the Tavistock Square Clinic for the past nine years was that a set analysis was not needed. The really important point in treatment was that the doctors who were dealing with difficult children must have the analytical point of view.
A good deal of what had been said about environmental treatment had seemed to him (the speaker) to be vague. Such methods would necessarily be vague unless those who prescribed them had enough insight into the psychological difficulties of the child to prescribe wisely for him and also to educate the parents and teachers concerned. It was of no use to put a child into a foster-home or institution, unless such an institution suited the individual case, so that the staff were able to deal intelligently with the various psychological difficulties that had manifested themselves.
Dr. Margaret Lowenfeld said it was often found that the child who had been removed from his home to more favourable surroundings, greatly improved, but after he had returned home, the same type of difficulty was renewed, the same reaction was observed. It was hard to find a method of approach to this subject which was not strictly analytical but yet not purely environmental. The key was an understanding of the child's relationship to the world and his comprehension of it. She thought much more would come to be done by adopting means whereby the child could express his own phantasies. Then these could be, little by little, interpreted by himself. In this way he would learn to stand on his own feet, and would come to understand the reasons for his own behaviour.
The emotional difficulties of the child were often induced by, or associated with, biochemical or physiological disturbances, and particularly with disturbances of posture and general behaviour. There were cases which showed a definite correlation (i.e., such things as the acid-alkali balance) between the physical and the emotional state of the child. Thus, one could approach the problem from two sides: either by altering the physiological side and thereby bringing about an emotional change, or vice versa.
